The greater energy content of larger food portions could be contributing to the increasing prevalence of overweight. Prevention guidelines recommend "sensible" portion sizes but do not define them. The US Department of Agriculture (USDA) defines standard serving sizes for dietary guidance, and the Food and Drug Administration (FDA) defines standard servings for food labels. To use these standards in counseling, nutritionists must know the sizes of portions available in the marketplace. We determined marketplace portion sizes, identified changes in these sizes with time, and compared current marketplace portions with federal standards. Most marketplace portions exceed standard serving sizes by at least a factor of 2 and sometimes 8-fold. Portions have increased over time; those offered by fast-food chains, for example, often are 2 to 5 times larger than the original size. The discrepancy between marketplace portions and standard servings suggests the need for greater emphasis on the relationship of portion size to energy intake as a factor in weight maintenance. J Am Diet Assoc. 2003;103:231-234. T he portion sizes of commonly consumed foods appear to have increased in size during the past 20 years (1). Larger food portions provide more energy (kcal) than smaller portions and could be contributing to the increased prevalence of overweight and obesity since the 1970s (2-4). The 2001 Surgeon General's Call to Action on obesity prevention stressed the need to address portion size as a factor in weight control, raise consumer awareness of reasonable portion sizes, and encourage food companies to provide reasonably sized portions (5). Because larger portions have become typical, consumers have increasing difficulty recognizing amounts of food that are appropriate for their weight and activity levels (6,7). Although the Call to Action advised consumers to "choose sensible portions," it did not define the sizes of such portions (8).
T he portion sizes of commonly consumed foods appear to have increased in size during the past 20 years (1) . Larger food portions provide more energy (kcal) than smaller portions and could be contributing to the increased prevalence of overweight and obesity since the 1970s (2-4). The 2001 Surgeon General's Call to Action on obesity prevention stressed the need to address portion size as a factor in weight control, raise consumer awareness of reasonable portion sizes, and encourage food companies to provide reasonably sized portions (5) . Because larger portions have become typical, consumers have increasing difficulty recognizing amounts of food that are appropriate for their weight and activity levels (6, 7) . Although the Call to Action advised consumers to "choose sensible portions," it did not define the sizes of such portions (8) .
Nutritionists use two sets of standard serving sizes when counseling clients about healthful eating and weightloss strategies: one developed by the US Department of Agriculture (USDA) for dietary guidance and the other by the Food and Drug Administration (FDA) for food labeling. Both define serving sizes of specific weight and volume and, therefore, energy and nutrient content. The USDA's Food Guide Pyramid, for example, lists the sizes of standard grain servings as follows: 1 slice bread, 1 ⁄2 cup cooked pasta, 1 ⁄2 bagel, or 1 oz ready-to-eat cereal (9) . In defining standard servings, the USDA considered nutrient content, ease of use, tradition, and typical intake based on median amounts reported in the 1977-1978 Nationwide Food Consumption Survey (NFCS) (10) (11) (12) . When the 2000 edition of the Dietary Guidelines advises choosing "sensible portions," it refers to Pyramid serving definitions (13). The FDA defines somewhat different serving sizes for Nutrition Facts labels. These were intended to represent amounts of foods commonly consumed based on data from dietary intake surveys: the National Food Consumption Surveys of 1977-1978 and 1987-1988 and the 1985-1986 Continuing Survey of Food Intake of Individuals (CSFII) (14,15). Because the surveys were conducted 15 to 25 years ago, standard servings may be smaller than marketplace portions (16). If so, nutritionists need to be able to compare serving size standards with the sizes of foods purchased ("marketplace portions") and, presumably, consumed; nearly half of all food expenditures are for items prepared and served outside the home (17). However, because so little is known about the sizes of marketplace portions, we measured them directly and compared them with USDA and FDA standards. We also investigated trends in portion sizes to determine whether they correlate to rising rates of obesity.
demonstrated that this method would be effective (23). We sampled foods from at least four of each type of venue (eg, four fast-food chains), totaling 32 establishments. Details about the weighing method and its validation are described elsewhere (24). We compared current marketplace portion sizes to USDA and FDA standard servings. We obtained information about past portion sizes directly from manufacturers or indirectly by examining trade publications, professional journals, marketing and advertising publications, menu collections, cookbook recipes, fast-food guides, and older editions of food composition tables. Table 1 compares the portion sizes of ready-to-eat prepared foods to federal standard serving sizes. These data indicate that with the exception of sliced white bread, the sizes of marketplace portions exceed federal standards, often by at least a factor of 2 (bagels, sodas) and sometimes by as much as 8 (cookies). Table 2 compares the sizes of selected food products when first introduced with the sizes now available. Manufacturers generally introduced foods in only one size; this size was smaller than or equal to currently available portion sizes (25-27). For example, the original Hershey bar was 0.6 oz, but current bars range from 1.6 to 8.0 oz. Fast-food chains offer larger sizes of hamburger, sodas, and french fries; current sizes are often 2 to 5 times larger than the original size. We found additional evidence supporting a trend toward larger portion sizes. Larger sodas are reflected in new names such as "Supersize" or "Double Gulp." Fastfood companies actively promote larger portions with signs, staff pins, and placemats. Reviews refer to large restaurant portions ("Godzilla-sized burgers") (28). Chain restaurants promote larger items on menus ("hefty helpings"). Foodservice establishments use larger dinner plates, larger pans to bake muffins and pizzas, and larger containers for sodas and fries (24). Identical recipes in old and new editions of classic cookbooks such as The Joy of Cooking (29-31) or those for tollhouse cookies (32,33) yield fewer servings today than in the past. Overall, the data suggest an increase in Marketplace portions also exceed standard serving sizes on food labels. Labels list kcal/serving, but individually packaged muffins, candy bars, and single bottles of soda sometimes contain 2.5 or more standard label servings. Adding to this confusion is the FDA rule that a food weighing less than twice the standard serving amount may be labeled "one serving per container." Because a standard soda serving is 8 oz, both 8-oz and 12-oz sodas are labeled as one serving, but a 20-oz soda must be labeled as 2.5 servings. Also confusing are the differences between USDA and FDA standard servings. For example, the standard FDA serving of cooked pasta or rice is one cup, but the USDA standard is half as much. These distinctions require clarification, especially as they apply to weight management.
RESULTS
Also needing emphasis is the basic fact that large portions contain more calories than small portions. A McDonald's small french fries (2.4 oz) contains 210 kcal, whereas the "Supersize" (7.1 oz) provides 610 kcal; a small Coca-Cola (16 fl oz), more than twice the volume of the original, contains 150 kcal, whereas the "Supersize" (42 oz) contains 410 kcal (38). Together, the larger portions of these two foods provide 1,020 kcal, which is half the daily energy required by large segments of the US population (39). A Burger King Double Whopper alone provides nearly 1,000 kcal. Giant size chocolate bars are more than ten times larger than the size of bars when first introduced and contain ten times as much energy (26).
The trend toward larger marketplace portions has occurred in parallel with rising rates of obesity. Much evidence supports a causal connection. The availability of energy in the US food O besity in children is a worldwide problem (1) of particular concern in the United States (2). It has been tracked into adulthood, where it continues to be a risk factor for other diseases such as cardiovascular disease (3,4) as well as physically disabilities (5). Because persons with developmental disabilities already have special needs, it is important to assess the prevalence of obesity in this at risk population to reduce further compromising the health of these individuals.
Special Olympics is an international program composed of year-round sports training and athletic competition that serves as a physical activity program for more than one million children and adults with mental retardation. Special Olympics strives to be a program that provides sports training and athletic competition, to aide in the overall physical condition-as well as the mental, social, and spiritual growth-of the athletes. (6, 7, 8) . The Healthy Athletes Program, formally established in 1996, provides opportunities during the games for the athletes to participate in health screenings, intervention services, and educational programs designed to improve their abilities in training, in competing, and in having an overall healthier life. In 1999, nutrition, along with other components, was added. Under the auspices of the American Dietetic Association (ADA), student and professional volunteers provided nutrition education activities and collected anthropometric data. The main purpose of this study was to assess the prevalence of obesity in a sample of Special Olympics athletes worldwide and to determine whether there were differences in the prevalence of obesity of United States Special Olympic athletes compared with those from other countries.
METHODS
The target population for this study was Special Olympics athletes who participated in the 1999 World Summer Special Olympics Games and the 2001 World Winter Special Olympics Games. Athletes were included in the sample on a voluntary basis. The criteria for participation were that the athlete be a Special Olympics athlete and be willing and able to be evaluated for anthropometric data (height and weight).
All athletes in the study were identified by their Special Olympics World Games athlete registration number to eliminate duplicate entries. The registration numbers were destroyed after the initial data entry. The East Carolina University Human Subjects Committee approved all methods. Within the designated Healthy Athletes area, weight (to the nearest 0.1 lb or 0.1 kg) was measured with a calibrated, free-standing, digital scale, and height (to the nearest
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cm) was measured with a wallmounted stadiometer. Height and weight
were measured with the athletes wearing shoes for convenience of the athletes. BMI was derived using the equation BMIϭweight (kg)/height (m 2 ). For those athletes under 18 years of age, BMI percentile ranges were established, and age was accounted for in the formula for these ranges. Percentiles of BMI were assigned to each athlete using the Guidelines of the Centers for Disease Control and Prevention (9) . Athletes 18 years of age and above were classified according to the clinical guidelines from the National Institutes of Health (10). 2 Comparisons were used to assess data using the Statistical Package for the Social Sciences (Version 7.5; SPSS Inc., Chicago, IL).
RESULTS AND DISCUSSION
Of the 1,749 athletes participating in the study, 37% were female and 63% were male. Sixty-eight percent (nϭ1,187) were visitors from other countries, and 32% (nϭ562) were Americans. The majority of the athletes (nϭ1,210) were more than 18 years of age (243 were 18 to 19 years old, 869 were 20 to 39 years old, and 98 were more than 40 years old), and 539 were less than 18 years of age (11 were 9 to 11 years old, 528 were 12 to 17 years old). There were no significant differences between the number of males and females participating from the United States and those from other countries. There were, however, clear differences between US and non-US athletes. Among those athletes less than 18 years of age, there were no significant differences in the lower BMI percentile ranks (0% to 5%, 5% to 15%) when athletes from visiting countries were compared with US athletes (Table 1) . However, there were significantly (Pϭ.011) fewer US athletes in the 15th to 50th percentile ranks compared with the number of non-US athletes. In addition, there were significantly (PϽ.001) higher numbers of US athletes in the 85th to 95th and 95th to 100th percentile ranks compared with athletes from other countries. The percentile ranges that are considered at risk for overweight (85% to 95%) and overweight (95% to 100%) contained 45% of the American athletes less than 18 years of age but contained only 14% of visiting athletes. American athletes were 2.7 times more likely to be at risk for being overweight and 6.19 times more likely to be overweight. Similar results were obtained for adult athletes (Table 2 ). There were no significant differences in the number of athletes with BMIs less than 18.5, but there were significantly fewer US adult athletes in the 19.5 to 24.9 (normal) BMI range. There were significantly more US athletes in all upper BMI ranges. Adult US athletes were 3.1 to 4.9 times more likely to be overweight or obese compared with their non-US counterparts.
When US and non-US groups for both those less than 18 years of age and those more than 18 years of age were compared by sex, differences in percentile distributions, and BMI ranges between US and non-US populations persisted, with US females (PϽ.001) and males (PϽ.001) having significantly higher numbers in the upper BMI percentiles and ranges compared with non-US populations.
Although this study used self-selected volunteers from a population with a wide range of disabilities, and athletes who participate in Special Olympics may be the healthiest and most fit of this population, it is clear that US participants had a BMI percentile distribution that indicated that nearly half of the children and over half of the adult participants were overweight or obese. This prevalence is similar to estimates of the general US population (11,12). Prevalence of overweight and obesity in the non-US group under 18 years of age was consistent with data reported by Wang (1), who reported the prevalence of overweight and obesity was 10% and 6% in Russia, respectively, and 3.4% and 3.6% in China. Estimates were lower than those reported by Krassas and colleagues (13), who found the prevalence of overweight and obesity among Greek schoolchildren to be 22.2% and 4.1%, respectively. However, the standards for both these studies differed from those used in the present study. Nevertheless, data from this study indicate that Special Olympic athletes are also subject to the worldwide epidemic of obesity. These findings have implications as to the types of dietary guidelines and nutrition education materials and opportunities that should be developed for Special Olympics athletes and programs.
APPLICATIONS
s Special Olympics athletes from the United States had a prevalence of obesity and the risk of obesity that parallels the prevalence of obesity in the general US population. The prevalence of non-US athlete obesity and risk of obesity is consistent with the worldwide increase in obesity. There is a clear need for further research, surveillance, and treatment of the risky health behaviors that contribute to the development of obesity in this group. Therefore, the inclusion of nutrition education in the Healthy Athletes Program, as well as programs directed at the general population, is essential. s Because diagnosis (ie, Down syndrome vs cerebral palsy) may affect the normal growth expectation, and thus BMI, further study needs to be conducted regarding overweight and obesity with diagnosis groups. In addition, the use of CDC standards for evaluating non-US athletes needs further study. Rita Jackson (2) states that "to reduce costs, administrators use empowered team members to come up with plans that reduce the number of department heads and provided blended management specialties." Champy (3) cites examples of departments being combined, with one individual responsible for all aspects of management. A survey by the Society for Healthcare Foodservice Management (HFM) in 1996 indicated that 21% of HFM operator members were managing foodservices and other departments such as environmental services, linen services, and engineering maintenance (4). Silverman and colleagues (5) reported that 61% of 214 foodservice managers surveyed expected change in their management responsibilities, with most anticipating the management of more departments within their hospitals.
Williams and DeMicco (6) indicated that reasons for multidepartment management included organizational downsizing, consolidation of support services, and acquisitions of competitors. Multidepartment management is occurring in health care, in education, and in the operation of sports arenas (7) . William Sciacca, Sr, presented a session on multidepartment management at the American Dietetic Association (ADA) national conference in 1998. He indicated that integrated services were often organized in functional sets of facilities service, customer service, and logistics service (unpublished data, October 1998).
Today's department heads have more responsibility than ever, with many taking on multidepartment and multilocation management responsibilities (8) . The rapidly changing environment in managed health care emphasizes efficiency with downsized workforces and flexibility to change strategic direction. According to Williams (7), multidepartment managers have different training needs based on the scope of their responsibilities. Training needs that ranked highest were in team building, finance, and technology (9) . Other critical attributes listed included innovation, calculated risk taking, strong communication skills, time management, political savvy, customer orientation, and creativity (10) .
The purpose of this project was to explore the prevalence of multidepartment management in healthcare operations among members of the Management in Food and Nutrition Systems dietetic practice group (DPG). Researchers sought to determine the knowledge and 
SUBJECTS AND METHODS
The study sample was 1,205 members of the Management in Food and Nutrition Systems DPG. Mailing labels were purchased from the ADA. Based on desired attributes for multidepartment managers found in the literature, a two-page questionnaire was developed to address the study's objectives (6, 7, 9, 10) . The Institutional Review Board (IRB) at the lead researcher's university approved the use of the study methodology and questionnaire.
The questionnaire, a one-page cover letter, and a postage-paid return envelope were mailed to the research sample. The cover letter informed participants of the purposes of the study, solicited their participation, and assured them of the confidentiality of their responses. Three weeks later, a follow-up letter and an additional questionnaire were sent to nonrespondents.
The first question asked whether respondents had administrative responsibility for areas other than food and nutrition services in a healthcare setting. If the respondent checked "no," they were asked to proceed no further and return the questionnaire in the postage-paid envelope. Those who answered affirmatively were posed a series of demographic questions and asked to rate the importance of 21 skills/abilities to success in their current position. Openended questions were used to solicit information to determine why they became multidepartment managers, their areas of responsibility, suggested subject areas for additional training, advice for dietitians interested in multidepartment management, and recommendations for educators preparing students for such job responsibilities.
Programs and routines of the statistical analysis program, SPSS (SPSS Inc., Chicago, IL), were used for all data analyses. The researchers categorized the answers from the open-ended questions. Frequencies were compiled for all demographic data, and means and standard deviations were computed for the ratings of importance.
RESULTS AND DISCUSSION
A total of 568 (47%) of Management in Food and Nutrition Systems DPG members responded. Ninety-two respondents fit the desired parameters of having multidepartment management responsibilities. The respondents tended to be over 40 years of age (73 of 92), women (91 of 92), and with a graduate degree (51 of 92). Registered dietitians who are involved in multidepartment management were found in all sizes of hospitals; however, 58 of the 92 respondents (63%) were in hospitals with less than 300 beds and an average census of less than 200 patients. These dietitians worked primarily in not-for-profit facilities (61 of 92) in urban settings (49 of 92). Respondents represented 33 states, with 47 of the 92 from only seven states (California, Illinois, New York, Ohio, Texas, Wisconsin, and Pennsylvania).
Respondents were asked a series of open-ended questions concerning their shift to multidepartment management. Multiple responses were encouraged. A summary of responses is found in Table  1 . Dietitians also rated the importance of 21 skills/abilities to success in their current position. A summary of these ratings is found in Table 2 .
Survey participants were asked to provide advice to other dietitians interested in multidepartment management. Eighty-four dietitians provided 169 responses. Researchers grouped responses into five categories: management style, attitude, positioning, preparation, and communication. Management style modifications included increasing flexibility, becoming knowledgeable of various hospital services, being perceived as fair, a problem solver, and willing to make tough decisions. Attitude suggestions included being positive, taking advantage of opportunities, being willing to embrace change, enhancing creativity, and turning negatives into positives.
Positioning oneself to be seen as a possible choice for multidepartment management is important. Participating in organizational committees is one way to enhance visibility. Being a team player, networking, and working closely with human resources and the hospital administrator were also deemed important. Marketing oneself and getting involved in professional organizations were seen as vital.
Another way to prepare for advancement is to find a mentor. Other suggestions included staying up-to-date, being knowledgeable about the "big picture" in health care, looking for needs within the organization, developing skills to meet those needs, and being a fast learner. Communicating with staff at all levels, being assertive and able to give instructions to others, having good interpersonal skills, and being a good listener were important to success.
Respondents advised dietetics educators preparing students for multidepartment management. Seventy-seven dietitians gave 146 responses. Responses were grouped into five categories: communication, management skills, curriculum issues, continuing education, and professionalism. Most advice pertained to the development of management skills and professionalism. Management skills include human resource skills, strategic thinking, team building, networking, financial management, labor relations, and conflict resolution. Professionalism encompassed topics such as willingness to "start at the bottom," devoting adequate time to the job, being a lifelong learner, having a positive "can-do" attitude, demonstrating a strong work ethic, expecting change, and thinking "out of the box." Results from this study are consistent with the results of Silverman et al (5), Williams et al (6) , and Lawn (8) .
The sample for this project was limited because it drew from only one DPG. Surveying other professional groups of which dietitians are members, such as the American Society of Healthcare Foodservice Administrators (ASHFSA), might reveal an even higher proportion of registered dietitians with multidepartment management responsibilities. Surveying dietitians who work in other areas such as school foodservice, long-term care, or business/industry settings could reveal this trend in other industry segments.
APPLICATIONS
s Multidepartment management is a growing phenomenon in healthcare, and dietitians who manage food and nutrition services are being tapped as multidepartment managers. If dietetics professionals are to position themselves as likely candidates for this increased level of responsibility and service to their organizations, current and new practitioners must be ready, both educationally and experientially, for this challenge. Dietetics educators and providers of continuing education should help as follows: plan entry-level and graduate dietetics curricula, practicum experiences, and continuing professional education programs to respond to this new career path; enhance entry-level and continuing education in human resource management, strategic thinking, team building, networking, conflict resolution, and financial management; and develop mentoring relationships between multidepartment managers and dietetics professionals who aspire to this kind of job opportunity. CDR's Professional Development Portfolio provides the mechanism for the establishment of mentoring relationships and affords the opportunity to gain valuable continuing professional education. s Although dietitians in this survey rose to the challenge of multidepartment management, we may surmise that there are dietitians who choose not to pursue this career path or who are passed over for the opportunity. As the environment of health care continues to be turbulent and focused on cost containment and as contract management companies move strongly into health care, the phenomenon of multidepartment management will grow. Only those management-oriented dietitians who are ambitious and prepared will be tapped for advancement. s Individuals in organizations who have the authority to mobilize resources and influence policy are those who have the ultimate power. If dietitians are numbered among that group, the dietetics profession can benefit in terms of increased visibility, added respect, and enhanced influence in important decision-making roles within healthcare organizations.
